I n 1984, Elliot Mishler published a book called the Discourse of Medicine
1 in which he argued that patients and providers bring different stories to a clinical encounter-the former reflecting the world in which the patient manages their health and illness and the latter reflecting the biomedical definitions of disease and treatment. He showed that providers far too often interrupt the patient stories in favor of a more biomedical version of the person in front of them. It was the beginning of reflections on the need to bridge these two stories in order to foster better communication and patient-centered care.
Since Mishler's publication, the recognition of the need for patient-centered provider-patient communication has grown, resulting in the development of many effective communication trainings 2 and the advent of the patient-centered medical home. A critical component of patient-centered communication is addressing what is most important to the patient in the clinical encounter, and often this is achieved by jointly setting an agenda for the encounter. Yet, according to the findings of Singh Opsina et al. 3 in this issue of JGIM, we have not come very far in improving that communication. They found that relatively few providers in their study elicited patients' agendas and when they did, they quickly interrupted the patient, with an average time to interruption of 11 seconds. Notably, this is 7 seconds sooner, on average, than documented in prior studies. With this type of interruption, it becomes impossible for the provider to listen and truly hear the patient, to learn and collaborate with the patient on determining the best course of care and treatment.
But it is unlikely that this pattern is due to the poor intentions of providers. Frankel's study of providers demonstrates that providers gain the most pleasure when they can build relationships, connect and converse with their patients. 4 So why are we seeing such a disconnect between the goals of patient-centered care, the goals of providers and patients, and actual communication in clinical encounters? There are likely several contributing factors.
A central part of a provider's work in a clinical encounter is engaging in differential diagnosis (when required) and providing evidence-based care. This requires providers to focus on the signs and symptoms presented by the patient, the clinical knowledge needed to diagnose the problem, and the evidence supporting treatment. This approach assumes that acquisition of this data and application of the necessary knowledge will yield appropriate care for all patients with a given diagnosis. Yet, there remains a tension between providing standardized, evidence-based care and providing patient-centered care that is tailored to the individual patient. And it is this tension that may lead providers to attend more to the biomedical agenda and less to the patients' agenda, interrupting to gather more information early in the conversation.
Singh Ospina et al. further add to the literature on agenda setting and interruptions by examining these patterns among specialists as well as primary care providers. They found even less agenda setting and quicker interruptions among the specialists. This may be due to the nature of the visit, which the authors did not specify in this study. Primary care physicians often see same day/sick visits for which opening questions eliciting the reason for the patients' visit may be more common. Specialists often receive referral requests detailing reasons for a consultation and, for established patients, may adhere to more disease-focused agendas; they may therefore believe they know what's critical to address in the visit. But this may not be what matters most to the patient for his or her health.
There are several system level factors that may also explain why providers limit elicitation of patients' agendas and why they interrupt. These include increasing time pressures during the encounter, increasingly complex aging patient populations, electronic health records (EHRs) that compete for attention, and misaligned incentive systems.
As provider practices focus on increasing access and maximizing the number of patients seen each day, providers are pressured to address each patient's primary concern in the shortest amount of time possible. A 2002 study of primary care encounters in six countries found an average visit length of 10.7 minutes (6.7 SD). 5 Providers are also being asked to accomplish more in their visits. Providers would need to spend an estimated 7.4 hours per working day just to provide all the required preventive services for a panel of patients. 6 Moreover, an aging population with multiple co-morbidities and complex illnesses may require even more time, with the 1 need to address medical, psychological and social issues. A 2015 study found that almost a quarter of US PCPs said their practices were not equipped to manage patients with multiple chronic conditions. 7 In fact, Ostbye et al. estimated that it would take 6.7 hours per day just to manage the most common chronic illnesses of a panel of patients. 8 Faced with these patients, providers may feel the need to address one problem at a time, interrupting to quickly parse out the individual conditions facing the patient. Separating out individual conditions for focus may incompletely recognize that there is a whole person who is experiencing all these ills concurrently. Moreover, taking the time to allow patients to set the agenda without interruption may mitigate the well-known, Bhand-on-the-doorknob^phenome-non where patients raise the problem of greatest concern as the provider prepares to walk out the door.
The inclusion of the computer in the clinical encounter also draws visual and cognitive attention away from the patient. 9 The provider must contend with an overload of information from the EHR, clicking through to look at prior visits, diagnoses, and medications and navigating prompts to screen, provide evidencebased care, and complete documentation. When providers are more engaged with the computer, active patient participation decreases. 10 This further limits the opportunity to focus on what is most important to the patient, leading to missed opportunities to foster patient engagement in health management.
Finally, organizational and financial incentives are misaligned with patient-centered care. As a provider once told me, BI feel more like a clerk now, checking boxes, and not like a doctor at all.^Providers are encouraged to provide Bcookie-cutter care^-to do exactly the same for every patient with specified diagnoses or risk factors, regardless of the needs, preferences, and goals of the individual person. As they seek to follow evidence-based practice guidelines, providers must constantly battle information overload. Providers may have a hard time sorting out what is most important clinically, much less what is important to the patient.
This type of care is further reinforced through financial incentives which focus on pre-specified clinical tasks and screenings. Although CMS now includes patient experience as one of the metrics for pay-for-performance, other incentives may remain more powerful. When we incentivize providers to check the boxes, attend to the rules and expectations of the medical care system in which they practice, it is no wonder they interrupt patients' stories.
So what if the system allowed for more time and promoted listening to patients alongside adhering to universal guidelines? Could this help providers interrupt less? And if they did, what would be the impact on the care of patients? Although Singh Ospina et al. found that eliciting the patients' agenda did increase the length of the encounter, others have argued that setting the agenda with the patient and allowing the patient to tell her story could help patient and provider get to the heart of the matter sooner and more efficiently. Patient-centered communication seeks first to understand that which matters most to a patient, and then to incorporate these preferences into shared decisions on subsequent care. When done well, this communication strategy strengthens the doctor-patient relationship; ultimately, these conversations can enhance adherence to recommendations and lead to improved outcomes of care. We need, and many of us want to do a better job allowing patients' stories to enter into the clinical encounter; only through hearing these stories can we hope to understand the context in which our patients manage their health and illness. It is time for the healthcare system to honor this ideal, and to restructure the organization of care and provider incentives to support patient-centered communication. Finding a way to shift the system of constant distraction and pressure may lead to greater mindful practice and attention to what really matters to patients. It is time to listen more, and talk less.
